Background: Recent evidence supports the use of minimally invasive robotic surgery for the surgical management of adrenal masses. Our aim is to describe a current step-by-step technique of robotic adrenalectomy (RA) and to compare its outcomes with those of laparoscopic adrenalectomy (LA). Methods: Twenty patients underwent adrenalectomy using minimally invasive approach, of these four patients underwent LA and one RA for pheochromocytoma. Data were retrospectively reviewed from a prospectively maintained database. The main steps of our current surgical technique for RA are described in the video lecture: patient positioning, port placement, and robot docking; exposure of the adrenal gland; identification and control of the adrenal vein; circumferential dissection of the adrenal gland; and specimen retrieval and closure. Demographic parameters and main surgical outcomes were assessed. Results: In both groups, skin-to-skin operative time, estimated blood loss less, and intra -operative hemodynamic parameters were similar. There was no conversion to open. There was no morbidity or mortality in either group. Operation time was longer by 20 min in the RA. Blood loss and length of stay were similar. Conclusions: To our knowledge, this is the first Irish experience comparing robotic versus laparoscopic resection of pheochromocytoma. Our results show that the robotic approach is similar to the laparoscopic regarding safety and efficacy. The standardization of each surgical step optimizes the RA procedure. Methods: We present a case series of two young female patients presenting with neck lumps and requesting scar less neck surgeries for cosmetic concerns. First lady aged 23 presented with a 3 cm benign left thyroid lobe nodule with cosmetic concerns. Second lady aged 56 presented with a 2.8 cm, indeterminate right thyroid lobe nodule. Both were booked for trans oral hemithyroidectomy (TOETVA) after explaining risks, benefits & alternatives. Results: Both patients had un-eventful surgeries and were discharged home on day 1 post op. Both had mild post op bruising that settled completely at 2 weeks post op. Second patient had mild paraesthesia at chin at day 1 that settled subsequently at day 7 likely representing neuropraxia. There was no hoarseness of voice or post op hypocalcaemia in either of them. Histology was benign for both patients who were subsequently discharged from clinic at week 4 post op. Conclusions: TOETVA is a safe alternative minimally invasive procedure for the management of benign & malignant thyroid lesions in suitable patients. Background: Cholecystectomy is one of the most commonly performed abdominal surgeries in the Western world and over 90% are performed laparoscopically. It is also one of the first laparoscopic procedures that surgical trainees will be allowed to undertake. Despite being an extremely effective and well tolerated procedure, serious complications still occur in 2.6% of cases. Methods: Every laparoscopic procedure at our institution is routinely recorded. We searched the laparoscopic cholecystectomy recordings from a 6-month period from January-July 2018 and selected 6 videos that we felt highlighted some important lessons that should be considered when performing this procedure.
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Background: Many patients requiring thyroidectomy are concerned regarding scar caused by incision in the neck. Various techniques of minimally invasive thyroidectomy, including endoscopic and robotic thyroidectomy, have been developed to address this issue. TOETVA has been successfully used in the recent past worldwide, with few complications and excellent results. Moreover, recent literature comparing TOETVA with open thyroidectomy has confirmed that the TOETVA is performed as safely as traditional open thyroidectomy, requires only conventional laparoscopic instruments, and avoids incisional scars; thus, the approach may be an option for selected patients. Methods: We present a case series of two young female patients presenting with neck lumps and requesting scar less neck surgeries for cosmetic concerns. First lady aged 23 presented with a 3 cm benign left thyroid lobe nodule with cosmetic concerns. Second lady aged 56 presented with a 2.8 cm, indeterminate right thyroid lobe nodule. Both were booked for trans oral hemithyroidectomy (TOETVA) after explaining risks, benefits & alternatives. Results: Both patients had un-eventful surgeries and were discharged home on day 1 post op. Both had mild post op bruising that settled completely at 2 weeks post op. Second patient had mild paraesthesia at chin at day 1 that settled subsequently at day 7 likely representing neuropraxia. There was no hoarseness of voice or post op hypocalcaemia in either of them. Histology was benign for both patients who were subsequently discharged from clinic at week 4 post op. Conclusions: TOETVA is a safe alternative minimally invasive procedure for the management of benign & malignant thyroid lesions in suitable patients.
Background:
Cholecystectomy is one of the most commonly performed abdominal surgeries in the Western world and over 90% are performed laparoscopically. It is also one of the first laparoscopic procedures that surgical trainees will be allowed to undertake. Despite being an extremely effective and well tolerated procedure, serious complications still occur in 2.6% of cases. Methods: Every laparoscopic procedure at our institution is routinely recorded. We searched the laparoscopic cholecystectomy recordings from a 6-month period from January-July 2018 and selected 6 videos that we felt highlighted some important lessons that should be considered when performing this procedure.
Results: The first video shows the management of a difficult dissection when traditional techniques either fail or are not appropriate. The second video demonstrates how to manage an arterial bleed in the setting of equipment malfunction. The third video explores different options available when presented with an obstructed gallbladder that is difficult to grasp or retract. The fourth video is of a gallbladder volvulus 5. The fifth video illustrates the management of an intra-operative bile leak. The final video is an example of a near miss in the setting of aberrant biliary anatomy. Conclusions: Laparoscopic cholecystectomy is well established as the gold standard treatment for most gall bladder disease and is a procedure frequently undertaken by surgical trainees. Whilst often straightforward, complications, unusual findings and abnormal anatomy are not uncommon and should always be considered when attempting the procedure. Abstract: Pain control is integral to enhanced recovery after surgery (ERAS) protocols. Transversus abdominis plane (TAP) blocks are frequently used as part of a multimodal anaesthetic regimen however the availability of theatre time, technical expertise and ultrasound equipment can be limiting factors. Drawing together the best published evidence, we demonstrate how and why the TAP block can be placed laparoscopically at conclusion of laparoscopic surgery. Surface anatomy is used to define the subcostal and lateral TAP block injection sites bilaterally. Using a 10 cm Braun Stimuplex needle, 10 mL of 0.25% levobupivacaine (2.5 mg/mL) is injected into the TAP plane at each site (40 mL total or max 2 mg/kg). The needle is advanced under vision until it tents the peritoneal surface and is then retracted slightly into the TAP plane. On injection 'Doyle's internal bulge sign' can be seen as the transversus abdominis is pushed internally. As this method is performed under direct vision with laparoscopic equipment already in use it can result in faster, easier and more controlled delivery of local anaesthetic. Direct visualisation with a laparoscope is especially beneficial in obese patients where safe needle insertion using a blind technique or ultrasound guidance can be difficult. Background: Emerging techniques and approaches in colorectal surgery can be applied in select patients to optimise perioperative outcomes. Methods: We report our approach in a 44-year-old male with a cT3N2 mid rectal tumour and innumerable polyps due to MYH-associated polyposis. He underwent neoadjuvant long course chemoradiotherapy. Results: We performed a laparoscopic total colectomy with a medial to lateral approach for high vascular ligation. The ileum was divided using an endoGIAä and later matured as an end ileostomy by enlarging an existing 12 mm port in the right iliac fossa. Mesorectal excision was performed laparoscopically to the mid rectum and the remainder completed trans-anally. An intersphincteric dissection was initiated with the aid of a Lonestar retractorä, a Gelpoint Pathä port was placed and an Airsealä device was used to establish a pneumopelvis. A total mesorectal excision was completed and the colon and rectum removed transanally. The final histology revealed an R0 resection of an ypT3N1b tumour with minimal response to chemoradiotherapy. The patient was discharged day 5 post-operatively. Conclusions: A combined laparoscopic and transanal total mesorectal excision (TME) mobilisation with an intersphincteric dissection is a useful approach in cases where a proctocolectomy is necessary and reconstruction is not required. 
